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with the associated editorial by Stratos, Bergen, and Skeff 2 highlights the importance of faculty development in fulfilling the primary role and function of medical schools and their teaching hospitals.
Clark et al. raised possibilities about further "dissemination," whereas Stratos, Bergen, and Skeff mentioned "various diffusion models." Using the extensive work of Everett Rogers 3 on the diffusion of innovation, faculty development is still in the "early adopter" phase where a gradual slope still defines the percentage of faculty adopting the innovation on the y-axis plotted against time on the x-axis. If the innovation is to be successful, it will need to "round the corner" and head up the steep slope wherein an "early majority" becomes apparent. Rogers calls this inflection the "critical mass," by which he means that enough faculty engage in faculty development to make it self-sustaining. 3 Rogers notes that successful innovation has five attributes: it is 1) perceived as being better than other methods it supercedes (relative advantage); 2) perceived as being consistent with the institution's existing values, past experiences, and needs (compatibility); 3) perceived as not being too difficult to understand (lack of complexity); 4) may be tried experimentally in an incremental manner (trialability); and 5) has results that are readily visible (observability). 3 Clearly, research and patient care productivity now have a relative advantage over teaching as rewarded (valued) by advancement and salary bonuses. The one major national initiative that appears as though it might bring about substantial change in this regard is the advent of the Accreditation Council for Graduate Medical Education (ACGME) General Competencies. 4 We should seriously consider how to marry our faculty development knowhow with the need to implement these General Competencies in order to recruit a critical mass that will make faculty development self-sustaining. sobering on the one hand, likely reflect an increase in the prevalence of ongoing faculty development programs. However, we fully agree that for faculty development to achieve a self-sustaining status it will take more than currently exists. The attribute of "compatibility," referenced by Dr. Pierce from Rogers's theory, appears strikingly similar to the theme of "culture" we described. We found that a supportive "culture" was present in some institutions, but needs work in others. Both "lack of complexity" and "trialability" are readily achievable, if they have not been achieved already. Observability should also be achievable; individual institutions are likely to see a difference if they implement an effective program.
On a larger scale, information about new programs and their effectiveness needs to be disseminated broadly to clinician-educators. For this to happen there needs to be research and development in this area, and forums for presentation and publication. Surprisingly little funding exists for such research and development. And only a few journals exist that publish this type of work and that reach the majority of faculty teaching in medical schools, teaching hospitals, or ambulatory clinics.
Thus, we have cautious optimism about the future of faculty development and the health of the clinician-educator in the current medical environment. There is a lot of work to be done, which will require collaboration, innovation, and funding. 
